INTRODUCTION
Psychological therapies are effective for common mental health problems such as anxiety disorders and depression. 1, 2 Patients favour psychological over drug therapies 3 and have become more likely to request treatment. In addition, in the UK, the NHS patient choice agenda explicitly encourages patient influence over choice of treatment. 4 However, access to psychological therapies is limited. 5 GPs, in their gatekeeper role, face difficult decisions as to whom to refer for psychological therapies. Little is known about this decision-making process.
Quantitative research on referrals has identified patient, practice, and doctor characteristics associated with variation in referral rates, including referrals to mental health services. [6] [7] [8] [9] Qualitative research has explored doctors' views about, and developed models of, the factors involved in decision making regarding referrals. [10] [11] [12] [13] [14] [15] Patient involvement in decision making about referrals has also been studied. 16 This literature may also be relevant for decision making regarding referral to psychological therapies; however, only one study 17 was found that focused specifically on factors involved in GPs' referral decisions for psychological therapy, beyond patient diagnosis and problems presented.
Matched-pair interviews
Prior to each GP interview, the attached clinical psychologists and practice counsellors identified the doctor's five most recent referrals. Criteria for the selection of patients included being between the ages of 18 and 65 years, and having been referred for psychological therapy for anxiety, depression, or both. GPs were asked to pair these cases with patients with comparable problems (in terms of type of presenting problem or diagnosis) and of the same sex and similar age. These were patients they had seen recently and had decided not to refer for psychological therapy or to mental health services.
The interview schedule consisted of asking GPs to describe briefly each patient pair and then to compare and contrast the two patients. The aim of this was to generate detailed information about what had influenced their referral decision in either case. Prompts were used for eliciting specific material identified in the literature review as being pertinent to a GP's decision making; for example, doctor-patient relationship, previous treatment, and GP's experience of similar cases. GPs had access to their electronic patient records during the interview to aid recall.
Interviews were conducted by the first author: a trainee clinical psychologist at the time of the study. The interviews lasted approximately 50 minutes and were recorded and later transcribed.
Data analysis
A general thematic analysis was used to identify dominant themes from the transcripts. 21, 22 The first stage of the analysis involved a close reading of each GP's transcript to identify the main themes across the patient pairs. The second stage involved a cross-case analysis, which identified common themes across the whole sample of 65 patient pairs. The final stage involved grouping these emerging themes into higherorder categories. The process was iterative, with the themes emerging from the analysis of the first few GPs' interviews being re-examined during analysis of subsequent transcripts. The analysis was principally conducted by the first author. However, all transcripts were closely read by the second author to ascertain the plausibility of the analysis. The third author commented on the overall structure of the themes.
To establish responder validity, each GP was sent a list of the main themes from the analysis of his or her interview and was asked to rate on 5-point scales how accurate, clear, and complete these themes were. GPs were also asked to identify any errors or omissions. Eight of the 14 GPs responded; no further attempt was made to contact the six non-responders. GPs were generally in agreement with the analysis of their transcripts, all giving it ratings of 4 or 5 on the three scales. Two commented on the wording of their summarised themes (that is, they made a distinction between 'sincerity' and 'commitment' in patients' requests for referrals). These individual themes were modified slightly in accordance with GPs' comments, but this did not affect the overall structure of the aggregated themes.
RESULTS

Participant characteristics and patient matching
Seven male and seven female GPs participated (mean age 39 years, range 30-55 years; mean 11 years in practice, range 2-30 years). Most worked in larger group practices and had an interest in mental health problems. Five matched-patient pairs were discussed with nine of the participating GPs, with only four pairs being used with five GPs as a result of interview time constraints (the four included pairs were the four most recently referred). Thus 65 patient pairs (130 individual cases) were discussed in total. Table 1 gives the GP
How this fits in
With limited access to psychological therapies, GPs face difficult decisions as to whom to refer. Little is known about how they make these decisions. This study found that GPs described themselves as considering a patient's wishes for, and interest in, referral; the patient's capacity to benefit from psychological therapy; and their own capacity to help the patient. They balanced likely effectiveness of psychological therapy for each patient with their own ability to help.
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Problem n
Depression 28
Anxiety (mixed or unspecified) 7
Panic disorder 6
Obsessive compulsive disorder 2
Mixed depression and anxiety 22 Patient not interested in referral. Other patients did not wish to be referred or the GP felt that some patients would not be interested and had never discussed it with them. Some patients had not found diagnoses of the 65 patient pairs. There were 38 female and 10 male pairs, with 17 pairs being unmatched for sex. Age matching was less satisfactory, with only 18 pairs being matched within 5 years (missing data on one or both of 13 pairs).
Themes that distinguished referred and non-referred patients
Three superordinate themes distinguished patients who were referred and the matched patients who were not referred: the patient's request and interest in referral; the patient's likely benefit from psychological therapy; and the GP's perceived capacity to help ( Table 2) . Although these are presented as discrete themes, in reality they were all interrelated. Often a GP would be prompted to make a referral due to a combination of two or three factors, with individual GPs placing emphasis on some factors more than others.
GPs commented frequently about waiting lists when considering whether to refer a patient or not. Talking therapies were viewed as a valuable resource and GPs would prioritise patients whom they felt would use the referral well and benefit most.
This background context around their decision making permeated the interviews, both in discussing influences broadly on referral decisions and when discussing specific patient pair comparisons.
Patient initiative
Patient request for help. Many referred patients explicitly asked their GP for additional help with their problems. This request was either a direct request for referral or a request for something more to be done. At times, the patient's request for a referral was at the 
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Patient likely to benefit from psychological therapy
Patient suitability. A GP's decision around whether or not to refer a patient, frequently centred on how suitable a candidate the GP felt the patient was for psychological therapies. Some patients referred by GPs were considered to be more psychologically minded and more motivated to talk about their problems, and were described by GPs as having more insight: Patient would not benefit. Some GPs felt that it was 'a GP's lot' to see patients with intractable and chronic problems, who in their eyes would not benefit from a referral. These patients on the whole had multiple, minor physical health complaints and were not necessarily improving with the GP's treatment. So, whereas chronicity and lack of improvement were in many cases seen as factors promoting referral with these patients (see following section on GPs' capacity to help), GPs counted them as factors against referring due to the perceived lack of benefit or clear outcome from the referral: With other patients, many GPs felt they did not need to refer as they were able to offer their patients something themselves. Often this was due to the patient responding well to the medication that the GP had prescribed, and seemed to be doing 'OK' or improving with the GP's treatment: Severity of presentation. The more severe the presentation, the more likely a GP would consider referral. Severity appeared to be judged on various levels. GPs mentioned the extent to which the patients' problems were interfering with their everyday lives, especially work. The frequency with which they presented to the GP within a short time period was another indicator of severity, and also how distressed they were in the consultation with the GP: 
Interaction between themes in decision making
The three major themes interacted in that GPs' accounts of their decision making generally included more than one theme and more than one factor within a theme. GPs would make a referral based on a combination of a few factors. For example, in the following extract, the referral was based primarily on the patient not improving, the GP lacking time, and the problem (somatisation) being treatable by psychological therapy:
'I felt that the somatic symptoms he had and the somatisation he was portraying was just quite severe. I didn't want him to keep coming back to me every time he had any little symptom about that because in our 10- Individual GPs placed emphasis on some factors more than others. For example, one GP regularly described basing referral decisions on a patient's personal characteristics (level of intelligence and reliability) and on whether as a GP he felt able to help:
'He is quite an intelligent man and I thought that he would be quite suitable, because he had the time to come (which is obviously important as appointments are during the day) ... I will pair him with a gentleman, who I don't think he is particularly compliant with his appointments ... also he was someone with whom I had quite a good relationship with and I felt that we could chat about things. He is also on medication and seems to be doing reasonably well, so I didn't think at this stage that he was someone who I necessarily needed to refer.' (GP 2, patient pair 6)
DISCUSSION
Summary of main findings
Three main factors distinguished GPs' accounts of the patients they referred compared with the matched patients they did not refer. These factors were: patient initiative in requesting or showing interest in referral; estimated capacity of the patient to benefit from psychological therapy; and the GP's own capacity to help the patient in terms of skills, expertise and time. These three factors interacted, so GPs would generally report deciding to make a referral or not based on a combination of two or three factors. Individual GPs placed emphasis on some factors more than others. However, overall, the accounts they gave were of acting as rational decision makers, balancing patient choice and likely effectiveness of psychological therapy with their own ability to help. Finally, waiting lists were constantly at the back of many GPs' minds when thinking about referrals.
Strengths and limitations of the study
The study design which asked about recent referral decisions, allowed GP decisions to be examined in greater detail than simply interviewing doctors about their decision making in general. The novel matchedpatient design increased salience of key factors involved in decisions by constant comparison of referred and non-referred patients. The study also increased responder validity by feeding back a summary of factors for and against referring patients to each GP following the analysis of his or her interview. These methods all followed good-practice guidelines for qualitative research. 23 Limitations include that the GP participants were likely to be more interested in mental health and hence the findings may not be generalisable to all GPs. The retrospective recall element may have introduced memory biases, although the GPs had their electronic patient notes available during the interviews to aid recall. The GPs were asked to identify the non-referred sample of patients themselves and it is likely that they chose patients they remembered well, or those where they felt they had made a good decision not to refer on. This may have left more ambiguous or problematic complex cases unexamined. In their accounts, GPs may have chosen reasons for referring and not referring to present themselves in a good light to the interviewer -as rational, 'good' decision makers -rather than identifying more emotional, less rational factors. The method of asking GPs to contrast their referral choices is likely to prompt more rational, conscious reasons. The method is less suited to eliciting emotional factors that may also have motivated GPs. The matched-patient design by its nature limits the extent to which the factors used to match patients (diagnosis, age, sex) would appear in GP accounts as reasons for or against referral. Additionally, while matching of referred and non-referred patients on type of problem and sex was good, matching for age was less satisfactory
Comparison with existing literature
GPs' decision making about referrals for psychological therapies in the present study was influenced by a broad range of factors: patient, problem, doctor, and contextual. This reflects the general literature on medical decision making, including studies of referrals, that a range of type of factors influence decisions. 10, 14, 24 Patient request for referral has been identified as a key factor in prior studies of GP referrals to mental health and other specialists. 11, 13, 17, [25] [26] [27] The impact of patient requests and interest has also been found important in decisions as to whether to prescribe antidepressant medication. [28] [29] [30] Beyond mental health, the literature on shared decision making across medicine highlights the increasing role of patient initiative and involvement in medical decision making. 31, 32 Previously, a specific type of patient's presenting problem or diagnosis was found to be important in GP referral decisions between types of psychological therapy and mental health service. [18] [19] [20] Severity of depression was found to predict referral in a recent study investigating treatment decisions in relation to scores on depression severity questionnaires. (The present study was carried out prior to the widespread introduction of depression questionnaires in general practice.) 33 Patient insight and ability to articulate problems and GPs' feeling that they have nothing more to offer a patient -both identified by GPs in the present study as reasons for referring patients for psychological therapy -were also found important in the one previous study of referral decisions for psychological therapy. 17 Patient intelligence, ability to articulate problems, and insight relate to psychological mindedness, which predicts benefit from psychological therapy. 34 However, selection for psychological therapy on the basis of these characteristics has also been criticised on equity grounds, as likely to impede access to social groups who referrers and assessing psychological therapists deem to lack these characteristics. 35 Given the sensitivity of this area, how GPs assess intelligence and insight in the context of social and cultural differences is an important area of further study.
Rational reasons for referral to mental health services with a specific reason in mind have been distinguished from reactive emotional reasons in response to the GP feeling unable to manage the patient. 15 In the present study, even where GPs gave reasons of lacking capacity to help the patient, this only led to referral if they also thought the patient would benefit from psychological therapy. Patients whom the GPs considered could not be helped by anyone were found entirely among those not referred.
In the general decision-making literature, optimising procedures, where all factors are considered to locate the best solution, have been contrasted with 'satisficing' procedures, where the decision maker stops searching for more information once he or she has a 'good enough' solution. 36 Satisficing is a reasonable strategy where there are time constraints, as in general practice. The limited information from the present study suggests that GPs were using satisficing strategies to make their referral decisions.
Implications for future research and clinical practice
While the matched-patient design of this study has advantages over previous designs in identifying factors related to actual GP referral decisions, the method remains subject to post hoc justification of decisions and, as with much GP research, 37 is crosssectional rather than longitudinal. Decisions about whether to refer or not are often made over several consultations. Methods of tracking GPs' thinking about management longitudinally over successive consultations, including whether to refer, are needed.
Clinical decision making in the context of limited access to beneficial treatments has been described as an issue of the heart as well as the mind. 38 In their decision making about referrals for psychological therapy, the GPs in this study described themselves as struggling to make decisions for the benefit of their patients with awareness of limited access and long waiting lists for psychological therapies. Their weighting of different criteria varied, as did their views of their own skills in being able to help patients compared with a psychological therapy referral. While variation will be inevitable, GPs can be assisted in their decision making by: good information about relative effectiveness of psychological therapies compared with GP treatment as usual; 1 confidence in their own capacity to help many patients; 39 and approaches, within the limits of general practice, to support the patients for whom effective treatments are not available. 40 Referral decision making is always within a local context of intervention and service referral options and constraints. The development of new types of psychological intervention, such as guided self-help 41 and computerised CBT, 42 and new systems, such as the UK Improving Access to Psychological Therapies services, 43 bring new contexts and decision-making requirements. Stepped-care models 44 seek to bring coherence and a logical framework to design of care pathways and decision-making steps. GP decision making within stepped-care systems for common mental health problems will be an important future direction of research.
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